ABSTRACT
Introduction
Children entering foster care are known to have excessive rates of mental health problems. 1 They are removed from their homes when crises, such as abuse, neglect, or serious family dysfunction, render their families unable to provide adequate care for them. 2 The process of entering foster care can be an additional trauma to the children, due to abrupt separation from family, placement in an unfamiliar environment, and uncertainty about the future. One could anticipate an increased prevalence of depression in children entering foster care as a result of adverse preplacement experiences and the emotional trauma of entering foster care. However, there is little published research specifically assessing the prevalence and correlates of depression in children in foster care.
Behavioral and emotional disorders are the most commonly identified health problems among children in foster care. 3, 4 The prevalence of behavioral and emotional problems in these children varies from 23 to 49% when measured by behavior checklists 5, 7 and from 37 to 70% when measured by psychological testing or clinical diagnosis. 3, [8] [9] [10] All of these estimates are higher than the 17 to 22% rates of psychiatric disorders reported in community samples of children. 11 The high prevalence of mental health problems among children in foster care is reflected in disproportionately high utilization of mental health services. Approximately 55 to 70% of children in foster care are referred for mental health treatment, 1, 12 with fewer than 40% of those children receiving mental health services in a timely manner. 13 In California, children in foster care are five times more likely to use outpatient mental health services and five times more likely to be hospitalized for mental illness than are children enrolled in the MediCal program (the primary payor for medical assistance for low-income children in California). 14 Children who have been maltreated have been shown to have high levels of depressive symptoms. [15] [16] [17] In a study of psychiatric inpatients, Kazdin reported that physically abused children reported significantly more depression than non-abused controls. 15 These results were replicated by Allen and Tarnowski in an outpatient child abuse clinic. 16 Kaufman also reported a high prevalence of major depression (18%) and dysthymia (25%) in a study of maltreated children. 17 Since more than 85% of children in foster care have experienced physical or sexual abuse and/or neglect, 8, 18 the increased prevalence of depressive disorders found in maltreated children might logically extend to children in foster care.
Studies of children in foster care have shown increased rates of mental health problems in children placed because of severe abuse or neglect 10 and children with multiple foster care placements. 19 Similarly, studies of depression in children have consistently identified family dysfunction 20 and parental history of affective disorder 21, 22 and substance abuse 23 as being associated with depression. Children are placed in foster care precisely because of family dysfunction, often including a family history of alcohol abuse (34-60%), drug abuse (32-52%), and/or mental illness (20-46%), 12, 18 each of which could lead to depression. Adolescents, particularly females, are at higher risk for depression than are prepubertal children. 20, 24 Thus, depression in children in foster care might be associated with a history of abuse or neglect, multiple foster care placements, family dysfunction, family history of alcohol or drug abuse, female gender, and older age.
The process of entering foster care is often very stressful for children. They are abruptly separated from family, friends, home, school, and all that is familiar to them and placed in a new, and usually unfamiliar, environment. 25 They do not know when, or if, they will be allowed to go home. Many of them are in a state of emotional 'shock', exacerbating any pre-existing emotional disorders. Therefore, early identification of mental health problems at the time of entry into foster care is essential to meeting children's immediate health needs. Unfortunately, mental health assessment is often left out of the initial evaluation of children entering foster care. 26 Early mental health service provision, prompted by early identification, might benefit © 2000 Blackwell Science Ltd, Ambulatory Child Health 6(1), [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] [55] [56] [57] Children who have been uprooted from their families and placed in foster care deserve early mental health treatment, when indicated, to improve their mental health and help them with the difficult process of adjusting to foster care.
children by treating existing mental health problems, easing the emotional adjustment to foster care, minimizing the number of changes in foster homes, and/or decreasing the length of stay in foster care.
Although several studies have used behavior checklists to assess a broad range of behavior problems, 1, 6, 7, 18 none have used a specific measure of depressive symptoms to assess the prevalence of depression in children in foster care. Similarly, while some of the correlates of mental health problems in children in foster care have been identified, 6, 10, 18, 19 specific predictors of depression in children in foster care have not.
This study was designed to test the following hypotheses: (1) School-age children entering foster care report more depressive symptoms than do urban, African-American children and children in published norms. ( 2) The prevalence of clinically significant depressive symptoms is higher in children entering foster care than in children not in care. (3) Demographic and historical data, which have been associated with depression in other populations and with mental health problems in children in foster care, can predict which children in foster care are at highest risk for depressive symptoms.
Methods

Program
The Foster Care Health Program (a joint project of the University of Maryland School of Medicine, the Baltimore City Department of Social Services, and the Maryland Department of Human Resources) was formed as the result of a 1988 consent decree that established health care requirements for children in foster care in Baltimore City. 12 In order to meet those requirements, the Foster Care Health Program (FCHP) provided two levels of service. At Level 1, all children received a screening health assessment by one of two pediatric nurse practitioners (PNPs) in a health suite at the Baltimore City Department of Social Services within five working days of entering care. Children remaining in care for 30 days received a Level 2 comprehensive multidisciplinary assessment at the FCHP in the University of Maryland Division of Behavioral and Developmental Pediatrics within 60 days after placement.
Subjects Children in foster care
One hundred and eighty-eight consecutive children aged 8 to 16 years entering Baltimore City Department of Social Services foster care were recruited to participate in this study. Children were eligible for the study if they entered licensed, non-relative foster care in the year between May 1990 and April 1991; stayed in foster care for at least 1 month; and were evaluated at the FCHP 1 to 2 months after entry into foster care. The age range was selected because of the availability of published normative data on the Children's Depression Inventory for this age range. Children were excluded if they had evidence of mental retardation, operationally defined as a standard score of less than 6 on the vocabulary subtest of the Wechsler Intelligence Scale for Children-Revised (WISC-R) or a Full Scale Intelligence Quotient of less than 70 on previous intelligence testing.
One hundred and sixty of the 188 (85%) completed the Children's Depression Inventory (CDI) and participated in the study. Twenty-eight children were excluded because they were not given the CDI, for the following reasons: 12 could not read the CDI and the PNPs did not have time to read it to them; eight were eligible, but not recruited because of errors in identification of their age; three refused; and five did not take the CDI for other reasons. Participants were slightly older than eligible nonparticipants, with mean ages of 12.0 and 10.3 years, respectively (t = 2.9, p < 0.01). This difference was due in part to the reading requirement for self-administration of the CDI. There was no difference between participants and eligible nonparticipants in gender (c 2 = 0.12, p < 0.73) or ethnicity (white versus non-white c 2 = 2.1,
The children in foster care were equally distributed by gender, had a mean age of 12.0 ± 2.2 years, and were predominantly African-American (Table 1) . Although socio-economic status was not measured directly, most of the children in foster care came from lowincome families in the inner city. Table 2 shows the historical characteristics of the children in foster care, which are notable for the high rates of maltreatment among the children and substance abuse among their parents.
Comparison group
Since normative data for the CDI were obtained from primarily suburban, middle class, white children who were not sociodemographically comparable to our foster care subjects, we recruited a more appropriate comparison group of urban, low-income, AfricanAmerican school children. Consent forms were sent home with all 219 students (mostly 8-11 years old) in regular third, fourth, and fifth grade classes at a Baltimore City elementary school. All 60 students who returned signed consent forms were included in the study. Approval was obtained from the Department of Research and Evaluation of the Baltimore City Public Schools and the Institutional Review Board of the University of Maryland.
The comparison group of 60 urban, African-American school children represented 27% of the 219 students eligible for the study. Fifty-two students (24%) were denied parental consent, and 107 (49%) failed to return the initial and follow-up consent forms, despite strong support from the school principal. The participants did not differ in gender from the eligible nonparticipants. Both groups were 100% African-American.
The comparison group had a mean age of 9.3 ± 1.0 years and 48% were male (Table 1) . Seventy-five percent of students at the school received free or reduced price lunch, indicating low family income. They lived in the same city as the children in foster care. None of the children in the comparison group were in foster care. The history of maltreatment and family history of affective disorder and substance abuse in these children was unknown. Thus, the children in the comparison group were significantly younger and ethnically less diverse than the children in foster care, but resembled them in gender, socio-economic status, and community of residence (Table 1) . 
Measures
Depressive symptoms were measured using the Children's Depression Inventory (CDI). 27 This instrument is the most widely used self-report measure of depressive symptoms in children. 28 The CDI is written at a second grade (7-8-year-old) reading level. 29 Each of the items describes one symptom of childhood depression, such as disturbance in mood, sleep, appetite, or interpersonal relationships. For each item, the child selects one of three statements that best describes him/her over the past 2 weeks. (Example: 'I am sad once in a while/I am sad many times/I am sad all the time.') The 27 items are scored from 0 to 2, yielding a range of total scores from 0 to 54, with higher scores reflecting more severe depressive symptoms. In a comprehensive normative study of the CDI, Smucker reported a mean score of 9.1, a standard deviation of 7.0, and an upper 10% cutoff score of 19 in a group of 1252 central Pennsylvania school children aged 8 to 16 years. 30 We used the same cutoff score of 19 to identify children with clinically significant depressive symptoms, since that cutoff score has consistently identified children in the highest 10% of symptom severity. 31, 32 The CDI has good content validity, assessing all but one of the diagnostic criteria for Dysthymic Disorder and Major Depressive Disorder listed in the Diagnostic and Statistical Manual of Mental DisordersFourth Edition (DSM-IV). 33 It is a screening instrument designed to measure the severity of depressive symptoms, rather than to make a formal diagnosis of depression. Although the CDI has been shown to discriminate between controls and children independently diagnosed as depressed, 34 a diagnostic interview by a mental health professional is required to make a formal diagnosis of Dysthymic Disorder or Major Depressive Disorder. Therefore, children with CDI scores at or above a cutoff of 19 are best described as having clinically significant depressive symptoms, rather than clinically significant depression. The concurrent validity of the CDI is supported by the finding that children with high CDI scores report more anxiety and lower self-concept than do children with low CDI scores. 35, 36 Good internal consistency has been documented, with coefficients alpha of 0.84 in males and 0.87 in females. 30 Three-week testretest reliability coefficients for the CDI were 0.77 in males and 0 .74 in females (p < 0.0001). 30 
Procedures Children in foster care
Each of the children in foster care received a Level 1 screening health assessment, including a history, physical, and mental status examination, by a pediatric nurse practitioner within five working days of entry into foster care. The PNPs were able to collect a substantial amount of data on the children as a result of centralized preplacement services. They interviewed the children, the Child Protective Services workers who brought the children, and any family members who accompanied the children. They also reviewed the children's Department of Social Services records, including all medical records. The PNPs administered a brief mental status examination that included asking the children if they had ever thought about hurting themselves. At this time, the CDI was self-administered to all children who could read. When time permitted, the PNPs administered the CDI to children who could not read it (n = 13). The PNPs referred children for mental health services according to criteria established as part of the study protocol.
Approximately 2 months after entry into foster care, children still in care received a Level 2 comprehensive multidisciplinary assessment at the Foster Care Health Program. At that time, FCHP social workers and behavioral/developmental pediatricians obtained additional historical information. They interviewed the children and their foster care workers, foster parents, and Child Protective Services workers, and reviewed all available records from the Department of Social Services, including all medical records. A large amount of data was systematically collected on the children, including the following variables used in this study: (1) age, gender, and ethnicity; (2) parental history of affective disorder, alcohol abuse, and drug abuse; (3) child's history of physical abuse, sexual abuse, neglect, previous foster care placement, and previous mental health treatment; and (4) reason for placement. Since we knew that it was important to collect the most complete and accurate data possible, we used multiple sources and varied approaches to obtain the data. For example, 'history of sexual abuse' was recorded as positive if children were placed because of sexual abuse, had a history of previous sexual abuse, or were suspected of having been sexually abused, even if sexual abuse was not a reason for the current placement. All children received a thorough physical and mental status examination. Limited educational and psychological testing was also performed, including the vocabulary subtest of the WISC-R.
Comparison group
The CDI was administered to the comparison group of urban, African-American school children in a classroom setting. Group administration was chosen because previous research has shown no difference in scores between individual and group administration of the CDI. 35 Parents were notified and counseling was offered to all children whose CDI scores indicated clinically significant depressive symptoms. Criteria for mental health referral were established as part of the study protocol.
Statistical analysis
For group comparisons, unpaired t-tests were used for continuous variables and chi-square tests for categorical variables. Since we did not have the raw data from the published CDI norms, we were unable to compare the mean CDI scores of all three groups with one analysis of variance test. Instead, we used two separate t-tests to compare the mean CDI scores of the three groups, first comparing the children in foster care with the children in published norms and then comparing the children in foster care with the comparison group. Similarly, 2 ¥ 2 chi-square tests were used to compare the children in foster care with published norms and then the children in foster care with the comparison group in proportion of children scoring ≥ 19 on the CDI. A 2 ¥ 3 chi-square test was also used to compare the proportion of children in all three groups with CDI scores ≥ 19.
Multiple regression analysis was used to develop predictive models relating preplacement demographic and historical variables to depressive symptoms (as measured by CDI scores). Statistical significance was set at the p < 0.05 level. All analyses were performed using SAS-PC, release 6.03.
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Results
Children's Depression Inventory scores
Children entering foster care reported significantly more depressive symptoms than did children in published norms. However, the difference in depressive symptoms between the children in foster care and the comparison group of urban, African-American children did not reach statistical significance. Mean CDI scores for the children in foster care, published norms, and comparison group were 10.4, 9.1, and 8.9, respectively (Table 3 ). The mean CDI score for children in foster care was significantly higher than that of the children reported in published norms (p < 0.03). 30 With a smaller sample size of 60 in the comparison group, a slightly larger difference in mean CDI scores between the children in foster care and the comparison group did not reach statistical significance (p < 0.16). Since the children in foster care were older and ethnically more diverse than the comparison group, we did a multiple regression analysis to control for the effects of age and ethnicity on CDI score. There was still no significant difference in mean CDI score between the children in foster care and the comparison group after age and ethnicity were controlled. 
Prevalence of clinically significant depressive symptoms
We were unable to demonstrate a difference in the prevalence of clinically significant depressive symptoms in the three groups, even though the results were in the hypothesized direction. 
Correlates of depressive symptoms
Age was the only variable previously found to correlate with depression in children or mental health problems in children in foster care which was associated with depressive symptoms in these children entering foster care. Multiple regression analysis was used to assess the relationship between depressive symptoms (as measured by CDI scores) and the following variables, entered simultaneously into the model: age, gender, ethnicity; parental history of affective disorder, alcohol abuse, and drug abuse; and child's history of physical abuse, sexual abuse, neglect, prior foster care placement, and previous mental health treatment. Age was significantly associated with CDI score, with children in the 8-10 and 14-16 years age groups having higher mean CDI scores than children in the 11-13 years age group (Table 4) . None of the rest of the demographic and historical variables was predictive of depressive symptoms in the children in foster care at the p < 0.05 level (Table 4) .
Discussion
The primary finding of this study is that school-age children entering foster care report more depressive symptoms than do children in published norms. As expected, we found that 160 children entering foster care in an urban setting reported significantly more depressive symptoms on the Children's Depression Inventory than did 1252 suburban children in published norms. 30 Since 87% of our children in foster care had been maltreated, this finding is consistent with previous research documenting more depression in maltreated children than in children without a history of maltreatment. [15] [16] [17] Contrary to our expectation, the difference in depressive symptoms between the children in foster care and the comparison group of 60 urban, African-American school children did not reach statistical significance. The small sample size of the comparison group limited the power of the study to detect a difference between the children in foster care and the comparison group. A post hoc power analysis indicated that we would have needed 341 children in each group in order to detect a statistically significant difference in CDI score of 1.5 points (the difference we found) with a power of 0.80 and a significance level of 0.05.
The second finding of this study is that the prevalence of clinically significant depressive symptoms is not significantly higher in children entering foster care than in children not in care. We found that the prevalence of clinically significant depressive symptoms was 13.8% in the children in foster care, as compared with 10% in published norms and 8.3% in the comparison group. Although the results were in the hypothesized direction, the relatively small size of the comparison group decreased our power to detect a difference in prevalence of depressive symptoms between the groups.
There are several possible explanations for the small magnitude of the difference in depressive symptoms reported by children in foster care and comparison children in this study. First, the children in foster care may have had adequate mental health before their placement, although this is unlikely, given their stressful preplacement experiences. Second, pre-existing depressive symptoms may have improved as a result of placement in an environment that was safer and more nurturing than their preplacement environment. 38 A more likely explanation is that the children in foster care were using denial as a coping mechanism to handle depression. They may have steeled themselves against the emotional trauma experienced before and during their placement in foster care. This would be consistent with Shapiro's finding that sexually abused girls, who were found to be depressed on behavioral observation and projective testing, reported no more depressive symptoms on the CDI than did the normative population. 39 Similarly, Worchel found that children with cancer reported fewer depressive symptoms on the CDI than did normal controls. 40 Denial may be positive and adaptive in children entering foster care, as well as in children with cancer and children who have been sexually abused. It is possible that the denial of negative feelings by children in foster care during the 'honeymoon period' of the first 3 to 6 months in care may give way to fuller expression of those feelings once they feel more secure in their foster care placement. 38 Further research is planned to assess changes in depressive symptoms in children in foster care over time.
The most likely explanation for the unexpectedly small difference in depressive symptoms between children in foster care and comparison children in this study is that the children in foster care may have had psychological or behavioral disorders other than depression. Stein found lower-than-expected rates of internalizing symptoms among 4-to 16-year-old Canadian children in foster care, with only 2 to 9% of them meeting diagnostic criteria for depression on the Standardized Clinical Information System, a selfreport screening instrument for common psychiatric disorders. 18 The prevalence of depression did not differ by informant (self, caretaker, or teacher report). Those same children in foster care had very high rates of Conduct Disorder (30-52%), Oppositional Defiant Disorder (17-35%) and Attention Deficit Hyperactivity Disorder (18-32%). 18 Similarly, when the Child Behavior Checklist was given to 4 to 16-year-old American children in foster care, the only elevations on the Depressed subscale occurred among adolescent females aged 12 to 16 years. 7 However, the children in foster care had significant elevations on the subscales Hyperactive and Aggressive. In a nationally representative, longitudinal study of 16 000 children in Great Britain, children who had been in foster care were no more likely than children never in care to have 'withdrawn' behavior, but were significantly more likely to have 'outgoing' (aggressive) behavior by teacher report. 41 In a study of child psychiatric inpatients, maltreated boys had a higher frequency of Conduct Disorder, but no higher frequency of major depression, than did boys who had not been maltreated. 42 Thus, children in foster care may be at higher risk of externalizing disorders, such as Conduct Disorder and Attention Deficit Hyperactivity Disorder, than internalizing disorders, such as Major Depressive Disorder and Dysthymic Disorder. This might explain why the prevalence of depressive symptoms (13.8%) in our children in foster care was lower than expected, given the high prevalence of mental health problems among children in foster care. 1 The third finding of this study is that depressive symptoms in children entering foster care are associated with age, but not with other preplacement demographic or historical variables. Our finding that depressive symptoms were higher in 14 to 16-year-olds than in 11 to 13-year-olds is consistent with previous research. 20 However, our finding that depressive symptoms were also higher in 8 to 10-year-olds than in 11 to 13-year-olds was unexpected, since most studies have found fewer depressive symptoms in younger children. 20, 43 One other study found higher CDI scores in fourth graders (9-10-year-olds) than in fifth to twelfth graders. 31 Further research is needed to clarify the relationship between age and depressive symptoms in children entering foster care.
Depressive symptoms (as measured by CDI scores) of the children in foster care were not associated with gender or ethnicity; parental history of affective disorder, alcohol abuse, or drug abuse; or the child's history of physical abuse, sexual, abuse, neglect, prior foster care placement, or previous mental health treatment. It is not surprising that gender and ethnicity were not associated with depressive symptoms on the CDI, since other studies have found relatively small differences in CDI score associated with gender and ethnicity. 30, 31, 43 The unexpected lack of association between historical variables and depressive symptoms in the children in foster care may have been due to incomplete historical data, such as undiagnosed parental depression or substance abuse. The fact that many of the children had experienced multiple risk factors may have weakened the association between depressive symptoms and any single historical variable. Our finding that previous mental health treatment did not predict depressive symptoms may represent a balance between the risk factor of mental health problems severe enough to warrant treatment and the protective factor of the mental health treatment itself.
This study is limited by the incomplete data and lack of a true control group that is common to much foster care research, as well as by the small size of the comparison group and the choice of a self-report measure of depressive symptoms. Children enter foster care at a time of family crisis, making it difficult to obtain complete and accurate medical records and historical information. 8 At the Foster Care Health Program, most biological parents were either absent, unknown, or unwilling to provide complete historical information, especially about their own mental health or substance abuse. Some biological parents had not seen their children for years. Therefore, we had to obtain information from foster parents, foster care workers, Child Protection Services workers, and other professionals who had limited knowledge of the children and their families. Despite a thorough protocol for obtaining historical information, data about family history of affective disorder and substance abuse were often incomplete. For example, we had incomplete data about parental history of alcohol abuse for 48% of the children (often due to a lack of information about a noncustodial father). For the multiple regression analysis, dichotomous variables were defined so that children with known exposure to a risk factor were placed in one category and children with known lack of exposure or unknown exposure in the other category. Data concerning the child's history of maltreatment and previous foster care placement were much more complete. However, the lack of complete historical data limited our ability to correlate depressive symptoms with particular risk factors by preventing us from identifying the full extent to which those risk factors were present in the children in foster care.
A second limitation, inherent in most studies of children in foster care, is the lack of a true control group. It is very difficult to find a group of children not in care whose circumstances are as unstable as those of children entering foster care. Therefore, we chose to compare the children in foster care with children in published norms, a strategy used by other researchers using different instruments. 6, 7, 18 Since the children in the published norms were more suburban and probably higher in socio-economic status than the children in foster care, we included an additional comparison group of urban, low-income, African-American children not in foster care. We realize that the circumstances of children entering foster care are much less stable than those of children in published norms and urban, low-income children. In a time of crisis, the CDI scores of children entering foster care might either be elevated due to the stress of preplacement factors and the placement process itself (as we had expected) or be lowered due to denial (which we believe may have happened instead). However, our finding that the mean, standard deviation, and range of CDI scores for the three groups were not markedly different supports the validity of using a relatively stable comparison group and published norms, in the absence of a more unstable, true control group.
A third limitation is the small size of the comparison group. As expected, parents in an inner-city neighborhood were reluctant to let their children participate in research, even though the school principal strongly supported the study. Thus, the comparison group of 60 children represented only 27% of the 219 children recruited. A higher participation rate might have been obtained in a suburban school, but that population would not have resembled our children in foster care as closely. Additionally, there may have been some self-selection sampling bias resulting in children with more stable home environments agreeing to participate.
Our choice of the CDI, rather than a multi-method assessment of depression, is another limitation. However, this widely used, self-report measure is one of the most valid single measures we could have used at entry into foster care, in the absence of parents and teachers who knew the children well. The appropriateness of the CDI normative data for lowincome, African-American children has not been fully determined. However, it is supported by the finding that African-American adolescents living in and around public housing in Augusta, Georgia had a mean CDI score of 7.8 ± 6.0, which is comparable to published norms. 44 The fact that the mean CDI score for our comparison group was also comparable to published norms would further support the use of these norms in low-income, African-American children.
Conclusions and implications for practice
School-age children entering foster care report more depressive symptoms than do children in published norms. Children entering care also report more depressive symptoms than do urban, AfricanAmerican children not in care, although our study lacked the power to demonstrate a significant difference between these two groups. The prevalence of clinically significant depressive symptoms is not significantly higher in children entering foster care than in children in published norms and urban, AfricanAmerican children. The small magnitude of the difference in depressive symptoms reported by children entering foster care and children not in care may be due to denial of depressive symptoms or to higher rates of externalizing than internalizing symptoms in children entering foster care. Depressive symptoms in children entering care are associated with age (higher in 8-10 and 14-16-year-olds than 11-13-year-olds), but not with other demographic and historical variables.
Our findings support the recommendation that mental health screening should be provided for all children entering foster care. 2, 6, 12, 38, 45 Children in foster care are a high-risk population with excessive rates of mental health problems related to preplacement factors, separation from family, and entry into foster care. However, the majority of these children receive no organized mental health screening when they enter foster care. 14, 26, 46 Many receive only sporadic health care, with little continuity of health care providers. The Foster Care Health Program in Baltimore was unique in providing routine mental and physical health screening for all children at the time of entry into foster care. In that program, we found that 13.8% of schoolage children entering foster care reported clinically significant depressive symptoms. The majority of the school-age children and adolescents were referred for mental health services as a result of their initial mental health screening. 12 Failure to detect and treat the mental health problems of children entering foster care may worsen their emotional pain and compromise their adjustment to foster care. Therefore, children entering foster care who are identified through a mental health screening as having clinically significant depressive symptoms or other mental health problems should be referred for mental health services as soon as possible after entering care. Early identification of mental health problems, coupled with prompt mental health treatment, may benefit children by improving their mental health, optimizing their adjustment to foster care, increasing placement stability, and decreasing the length of stay in foster care.
We have demonstrated that the Children's Depression Inventory can play an important role in the mental health screening of children in foster care by rapidly identifying those children who have clinically significant depressive symptoms. The CDI is a 27-item, self-report measure that can be completed and scored in less than 10 minutes. It can be self-administered to children who can read, and administered by trained office staff to children who cannot read. Health care providers, as well as mental health professionals, will find the CDI quick and easy to use. Self-report measures like the CDI are particularly helpful in initial mental health screening because they can be completed by the child and do not require the presence of an adult who knows the child well. Both researchers and practitioners have recognized the importance of providing not only an initial screening health assessment, but also a comprehensive, multidisciplinary health assessment for children entering foster care. 8, 38 The CDI can be used at those comprehensive health assessments, as well as at follow-up health assessments, to quickly identify those children who have developed, or continue to have, clinically significant depressive symptoms.
Our results and those of others 6, 18 suggest that it is important to search not only for depression in children in foster care, but also for other mental health problems, especially Attention Deficit Hyperactivity Disorder, Oppositional Defiant Disorder, and Conduct Disorder. 7 These externalizing disorders may be easier to identify at a comprehensive or follow-up health assessment than at an initial health assessment, since foster parents will be more likely to have known the children long enough to report their behavior accurately. Parent and teacher report measures, such as the Child Behavior Checklist, can quickly screen children for a wide variety of mental health problems. These measures, like the CDI, can be used efficiently by health care providers who do not have access to a multidisciplinary team. They can also supplement the diagnostic interviews done as part of a comprehensive, multidisciplinary health assessment.
In summary, mental health screening should be provided for all children at the time of entry into foster care. The Children's Depression Inventory is a brief, easily administered, self-report measure that can be used by both health care providers and mental health professionals to rapidly identify those children who have clinically significant depressive symptoms. Mental health screening of children in foster care should also include measures of other mental health problems, including externalizing disorders. As soon as children are identified as having clinically significant depressive symptoms or other mental health problems, they should be referred for mental health treatment. Children who have been uprooted from their families and placed in foster care deserve early mental health treatment, when indicated, to improve their mental health and help them with the difficult process of adjusting to foster care.
